INTRODUCTION
Cystic fibrosis (CF) is now considered as a condition of childhood onset and there is every expectation that children born today with the disease will enter adult life. Over a third of patients with CF are aged 18 years and overl , It is without question that there should be adult services for people with CF, and these are steadily being developed. At some point a young person with CF must move from a child-oriented service to an adult-focused one. The process of this transition is not, however, clearly defined, and there are wide variations in practice/ . Transition to adult CF services is required so that medical management is provided by healthcare professionals expert in the presentations of 'ageing' cystic fibrosis', and also because there is an obligation to respect the developmental level of the patient with CF.
DEVELOPMENTAL TASKS OF ADOLESCENCE AND YOUNG ADULTHOOD
Most paediatric services will be very aware of the challenges adolescents bring and staff will have noticed a change from attentive child to provocative teenager. The stage of adolescence is characterized by a developing autonomy, personal identity, social maturity and sexuality. It is a time of many transitions, including physiological, psychological and environmental. Decisions about lifestyle and vocation are important, and for many teenagers relationships are starting to change in range, nature and quality. All of these will affect medical treatment decisions and relationships with staff. The teenager may for the first time question their medical regimen, be ashamed of their diagnosis, be embarrassed by the childish setting in which they receive their medical care, and become self-conscious of their relationships with staff.
Paediatric teams are used to communicating via parents about the patient, and the staff are likely to see themselves in a parental-type relationship with the patient. The philosophy of eare is prescriptive and protective. The teenage patient is entering the adult world outside the hospital, yet within the paediatric clinic expectations of them remain child-like.
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The developmental tasks of a teenager include achieving more mature relationships and emotional independence, finding a comfortable social role, and preparing for economic autonomy with an occupation. Most paediatric teams are not in a position to be able to consider most of these issues or how they may be influenced by CF. The paediatric centre may not be prepared to enhance selfresponsibility for the medical condition nor support the patient's personal control of their condition. Staff may not be aware of nor able to assist the teenager in adult issues that are affected by Cf, for example financial benefits, life insurance, etc. Additionally, maintaining the patient in a paediatric centre may unwittingly emphasize a difference between the teenager and their non-affected peers, who would receive health care in an adult setting. Thus, failure to transfer to an adult service may produce a delay in the acquisition of normal developmental tasks.
The developmental tasks of young adulthood are an extension of those begun i~adolescence, including leaving home and learning to live with peers or a partner, starting an occupation, managing a home, finding a congenial social group and assuming civic responsibility. The young adult with CF needs to have the support of a CF team who are not only familiar with the normal tasks of this age group, but are acquainted with the potential compromises that being raised with CF can lead to in achieving them. Many young adults with CF have stronger ties with home than their non-affected peers. Parents may have been watchful and vigilant of the activities and lifestyle of their child and may have been reluctant to facilitate total independence for treatment. The young adult with CF may not have had sufficient experience of planning their own daily activity schedule, or of dealing with the consequences of their actions. They may be less confident about managing their own affairs than their peers.
Young adults with CF can become emotionally demanding of the healthcare services, with an irresponsible attitude to their health, a lack of understanding of their condition and of the effects of treatment, and failure to accept adult responsibilities. They often become dependent on professionals to manage their health and daily life issues. It is essential for healthcare providers to have a working knowledge of the emotional impact of CF on the lifestyle and expectations of a young person. There is a need to Volume 94 2001 6 understand how the experience of progressive deterioration and having a 'disability' can affect work and social relationships, as well as self-esteem. It is without doubt that uncertainty about the future dampens ambition. Healthcare professionals from the adult setting are used to patients being affected by these sort of issues and are therefore better placed to offer support to patients with CF at this stage of life. Adult health services focus their contact on the patient not the parents, and due consideration is given to work and family commitments. The staff in the adult team are likely to expect their patients to have autonomy for their health, and so treatment decisions are likely to be collaborative. Adult services expect that their adult patients will be able to care for themselves independently and be capable of negotiating the hospital system. Paediatric services are prescriptive and nurturing, whereas adult services are collaborative and empowering".
Clearly there is a need to bridge the gap between the different philosophies of care of paediatric and adult services. The paediatric centre needs to prepare patients and parents to facilitate the move, both practically and emotionally. The adult centre needs to acknowledge the changes required in the patient and their family, and to accommodate these emotional needs while continuing to encourage adaptation to the adult system.
MODELS OF TRANSITION
Currently, although there is a general acceptance that transition programmes should be practised, there is no one model that is adopted as standard. ' . . . Models of transition are still evolving and there are few data on programme efficacy' 5 . Those CF services that have approached the issue of transition have developed or evolved models that fall into three categories. The first is the transition clinic, where care is provided concurrently by paediatricians and adult physicians for those patients who fall within the transition age group of around 16 years. This may be for all clinic appointments, with a graduated move towards the adult service, or provided in the form of set transition clinics based in the paediatric centre with the adult team visiting. The variation depends on the 'proximity of the two services for ease of access.
The second model is the adolescent clinic, where patients aged between around 14 and 19 years attend a separate clinic from the younger children. The focus is on more adolescent-type issues and the aim is for intermediate preparation before the move to an adult service. Adolescent clinics are usually located in the same place as the child service and may be run by the same staff, but they will organize the clinic with an adolescent focus.
The third model is where no transition nor transfer of service occurs and the paediatrician continues to manage the patient irrespective of their age. For all the reasons outlined above, it is clear that this model is unacceptable except in exceptional circumstances. Some areas do not yet have adult services available, or geographical location may preclude easy access. It is better that care is received at least in part from a specialist CF service rather than from general practice", and so continued review by a paediatrician may be the preferred option.
As yet the published literature does not provide clear indication of the best model to adopt, but some descriptive reports of transition programmes give a few initial pointers. It is consistently found that contact with the adult team prior to transfer correlates with a greater acceptance of the move and fewer concerns about poorer standards of care7-9.
Patients report a preferred age of transition at 16-18 years'', and also require a team with expertise in adult CF issues and a flexible service delivery", Landau 10 suggested guidelines for transition which have been upheld by the albeit scant evidence in the literature for CF services. The suggestions are for a multidisciplinary adult team, expertise in general adult issues, preparation for transition in the paediatric setting by facilitating autonomy for CF care, transition at age 15-19 years, visits to adult centres prior to transfer, flexible timing of adult clinics, and home care support.
PRACTICAL EXAMPLE OF A TRANSITION PROGRAMME
The CF team at Great Ormond Street Hospital has a transition programme that has been developed over several years with input from members of the multidisciplinary teams, both paediatric and adult. The close proximity of three adult CF services has meant that the model of a transition clinic has been the most feasible. The programme begins with early preparation. From preschool years children have been spoken to directly about their treatment, and as they get older there is a gre~er emphasis and expectation that they will be lmowledgeable about their condition and take increasing responsibility for their own care. We recognize that parents also require support during this time, to allow for successful transition. Just prior to transition we will begin to shift decision making from parent to teenager by allowing the teenager to receive their consultations alone first. Discussions about the adult health system specifically, and adolescence generally, are frequent. Families have the opportunity to receive support: for developmental issues, such as negotiating independence for treatment, as well as loosening some overprotective ties.
The transition programme is structured allowing for two transition clinics per year, at which the adult teams visit. Each member of the adult team joins their paediatric counterpart for joint consultations with the teenagers and their families. Information is provided on ,the adult services, including location, staffing, timing of clinics, etc. Teenagers can attend as many transition clinics as they wish prior to transfer, and informal visits to the adult CF clinics are encouraged. A contact person for the adult clinic is identified to enable further enquiries.
We aim to transfer patients in the year of their 16th birthday, but the actual age is flexible: we may make an early transfer for a mature 14-year-old who has outgrown the paediatric clinic. Equally, we avoid transfer at times of stress, such as exams, or in the case of sudden exacerbation of illness. Discussion and planning for transition with the patient and family is ongoing and they are completely involved in the decision-making process. We ask the patient and family to choose the adult centre, and we then involve all relevant parties to decide on a date for transfer. Following the informal visits to the adult service a clinic appointment is made for the first formal visit for a CF consultation.
The patient and family are now nearing the completion of their time at the paediatric centre. At this stage there is a great deal of communication, written and verbal, between the two teams. The family receive their next scheduled clinic appointment back at Great Ormond Street, to say goodbye. The patient then transfers and becomes a patient of the adult CF service. Communication continues between the two teams for a short period, but contact between the patient or family and the Great Ormond Street Team for CF-related matters is discouraged. Experience has taught us that to allow such communication interferes with the development of productive relationships between the patient and the adult team.
In summary, transition is a 'rite of passage' for people with CF, who must have the opportunity to receive developmentally appropriate medical care. Transition is a process that begins early in the paediatric centre, to prepare for life as an adult with CF. The process continues after transfer, with the adult CF team continuing to encourage adaptation to a service which has a different focus from the one they have been used to. Studies currently available suggest that contact with the adult team prior to transfer facilitates better adaptation, and there is a requirement by the patients that the adult service offer expertise in CF issues pertaining to adulthood.
